Weight management programmes (WMPs) can help overweight individuals lose weight, and thus prevent complications associated with obesity. Herein, we describe the demographic profile, clinical characteristics, motivations and expectations, and outcomes of patients enrolled in a nonsurgical WMP.
I NTRO D U C TIO N
. (1, 2) Consequently, obesity and obesity-related morbidity and mortality have become a growing public health concern in Singapore. (3, 4) Increased BMI is a major risk factor for noncommunicable diseases such as cardiovascular diseases (primarily heart disease and stroke), diabetes mellitus, musculoskeletal disorders and certain cancers (e.g. breast and colon cancers). (5) The Singapore
Chinese health study recently reported an increased risk of mortality for individuals with a BMI of > 27.5 kg/m 2 , independent of age or smoking status. (6) Hospital-based, nonsurgical weight management programmes (WMPs) can assist overweight individuals in losing weight, preventing the possible complications associated with obesity. Such WMPs ensure that weight loss is done in a safe and supervised manner. To date, there have been few local reports on the profile of patients who attend such WMPs, the motivations for weight loss in the local population, and the amount of weight loss that can be realistically expected from such WMPs. 
M E TH O DS

R E SU lT S
A total of 60 patients were enrolled in the WMP at HFLC between 1 and 31 August 2009. However, two patients were excluded because of documented uncontrolled hyperthyroidism (n = 1) and Cushing's disease (n = 1). Thus, the total number of patients included in the present study was 58.
The mean age of the 58 patients was 37.2 ± 10.1 years; 32 (55.2%) were male and 52 (89.7%) were Singaporean (Table I ). The majority of the patients were Chinese (n = 34, 58.6%), while 14 (24.1%) were Indian, 5 (8.6%) were Malay, and 5 (8.6%) were of other ethnicities. Although most of the patients (n = 36, 62.1%) had graduated from junior college or higher, 2 (3.4%) only received a primary education. Of the (Table II) . Among the 19 employer-referred patients, 18 were from a single corporate client of the HFLC.
Obesity-related medical comorbidities were observed in many patients -18 (31.0%) had hypertension, 13 (22.4%) had hyperlipidaemia and 6 (10.3%) had type 2 diabetes mellitus.
Joint problems were also common -13 (22.4%) patients had osteoarthritis of the knee or nonspecific knee pain, and 4 (6.9%) had anterior cruciate ligament tears of the knee joint. Some patients also had obesity-associated complications -2 (3.4%)
had obstructive sleep apnoea and 1 (1.7%) had fatty liver.
Although four patients mentioned a history of thyroid problems, these patients were euthyroid at the start of the programme.
Of the 58 patients, 11 (19.0%) were smokers and 25 (43.1%) consumed alcohol regularly.
The patients had been queried on what they believed was the cause or trigger of their excessive weight gain -19 (32.8%) attributed their weight gain to work-or study-related stress, 9 (15.5%) to marriage or family issues, and 7 (12.1%) to previous pregnancies (Table III) . Only a minority of patients attributed their weight gain to poor eating habits (n = 7, 12.1%) or a lack of exercise (n = 6, 10.3%). A majority of patients (n = 32, 55.2%) indicated that they enjoyed exercise 'greatly' or 'moderately', and only 6 (10.3%) responded 'not at all'.
Of the 58 patients, 30 (51.7%) had previously tried to lose weight through various means, including other weight loss programmes and over-the-counter or physician-prescribed weight loss medications. Motivating factors among patients for losing weight included better health (n = 31, 53.4%) or fitness (n = 9, 15.5%); 10 (17.2%) patients indicated that the desire for a better figure was a motivation for losing weight. The patients were also asked to rate their motivation; 31 (53.4%) patients indicated motivation scores in the range of 8 to 10.
Of these 31 patients, 12 indicated a motivation score of 10.
Patients indicated that, in order to lose weight, they were open to exercise (n = 51, 87.9%), dieting (n = 47, 81.0%), and the use of weight loss medications (n = 28, 48.3%). Only 9 (15.5%) patients considered bariatric surgery as an acceptable means of weight loss.
On average, patients expected to lose 9.9 ± 6.2 kg four months after joining the WMP, 14.1 ± 8.4 kg at 12 months, and 24.2 ± 12.4 kg by 24 months (Table IV ). The ideal weight that patients hoped to achieve was 75. Similarly, we did not find any statistically significant difference with regard to the aforementioned factors between the patients who completed of the programme and those who did not.
D I SCU S S IO N
In general, patients enrolled in the WMP during the study period were young (most were aged 20-49 years) and well educated (most had a junior college/vocational education or higher). The numbers of male and female patients in the study were almost equal (32 male, 26 female). A significant proportion of patients were previously diagnosed with obesity-related comorbidities (i.e. hypertension, hyperlipidaemia and type 2 diabetes mellitus) and obesity-associated complications (i.e knee pain and obstructive sleep apnoea). This group of patients should be aware of the health risks associated with obesity, and this is reflected accordingly by the majority of patients who cited 'better health' as their main motivation for losing weight. Not surprisingly, 17.2% of patients indicated 'better figure' as a primary motivation for weight loss. Irrespective of the patients' motivation, slightly over half of our study cohort had made one or more previous attempts at weight loss. In the present study, we found that our patients had very and with the prescription of weight loss medications (e.g. sibutramine and orlistat), a weight loss of up to 5-10 kg, although such weight loss was not sustained after cessation of the medications. (10) Overall, the patients in our study who completed the WMP achieved a mean weight loss of 2.1 kg.
Although less than 15% of our patients could be considered to have achieved successful outcomes in terms of weight loss (i.e.
weight loss of ≥ 5%), at least two patients managed to achieve a weight loss of ≥ 10% upon completion of the programme.
Our study was not without limitations. As the study was a retrospective single-centre case series with a small sample size, our findings may not be representative of all patients attending WMPs in Singapore. In addition, the ten-point motivation scale used in our study was developed by our programme to document the patient's own subjective interpretation of his/her motivation. This scale was not based on the findings of previous studies, and neither was the scale validated. Also, as the number of patients who achieved successful outcome in our study was small, it was difficult to ascertain any significant association between patient factors and successful weight loss. Given that obesity is a multifactorial disease that is influenced by genetic, environmental, socioeconomic and psychological factors, a much larger study population and a more detailed investigation would be required to find significant associations between patient factors and successful weight loss.
To conclude, in our study cohort of predominantly young and educated individuals who were likely aware of the health risks of obesity, only half appeared to be highly motivated to lose weight and nearly 30% did not complete the programme.
As many of the patients in our study attributed their weight gain to stress, greater emphasis on stress management counselling may prove helpful in the management of these patients' weight.
Our findings also highlight the need to guide patients toward setting achievable weight loss goals, as patients who participate in WMPs may have unrealistic expectations.
